booklet on its own can be expected to have, at best, only a transient effect on this.203032 Yet pressures to consider only the guidelines and their further refinement, and to ignore monitoring and peer review, continue to be enormous. The problem of how to assure compliance with an agreed standard of practice needs to be resolved. Until this happens medical audit alone is unlikely to translate good practice into common practice.
Introduction
Vasectomy is now a common method of permanent birth control. Though widely considered to have no adverse long term effects on health, doubts have occasionally been raised about its safety. These include concerns about the functional importance, if any, of the autoimmune sperm antibody response that commonly follows vasectomy' 2 and the possibility of long term effects of the operation on the cardiovascular3-'0 and genitourinary systems. Also, there is current interest in the hypothesis that vasectomy might predispose men to cancers of the testis and prostate.`11 We report a medical record linkage study to identify the subsequent occurrence of these cancers and several other diseases after vasectomy.
Methods
We used data from the Oxford record linkage study, which includes brief abstracts of records of hospital [45] [46] [47] [48] [49] 760 (6) 3073 (14) 1517 ( BMJ VOLUME 304 21 MARCH 1992 conditions studied. There were only two cases of polyarteritis nodosa in the vasectomy cohort and four in the comparison cohorts. There were no cases of disseminated lupus erythematosus or glomerulonephritis in the vasectomy cohort. Relative risks for each condition for all men and for married men only were similar (table II) .
Discussion POSSIBLE SOURCES OF BIAS
Linkage of routine abstracts of medical records and their use in a retrospective cohort study such as ours is a relatively cheap, opportunistic means of studying large numbers of patients with many person/years of "follow up." The limitations of the method, however, should be considered, in particular whether any true positive associations with vasectomy could have been obscured. Data were available to the record linkage study on all hospital admissions within the region covered by linkage and all deaths of residents of the region wherever they occurred. Data were not available on people treated outside the region or who had permanently migrated or died, so we considered the possibility of selective loss of follow up data on men with a vasectomy through higher rates of migration than those for the control populations. However, the similarity of incidences of a diverse range of conditions among the four cohorts makes this seem unlikely. Indeed, one reason for including a number of possible "outcome" conditions was to provide the opportunity to differentiate between any general divergence of the vasectomy cohort from others (which might be a result of selective loss to follow up) and any observed differences specific to a particular disease (which would provide supporting evidence for a specific causal relation).
A second source of bias to consider is whether there might have been aspects of lifestyle in men with a vasectomy which made them selectively more or less prone to some diseases than other people. This is one possible explanation for the lower admission rates for some manifestations of cardiovascular disease in the vasectomy cohort than in the other cohorts. Marital status is one obvious difference between men with a vasectomy and the' comparison cohorts: a higher proportion of men with a vasectomy were married. Married men in England tend to have a lower mortality than unmarried men. However, when we repeated our analyses, confining them to married men only, this had little effect on the relative rates (table II) .
The one cohort which showed some differences in social class distribution compared with the other cohorts was that of men with injuries. There was no obvious divergence in the incidence of hospital admissions and death between this cohort and the other cohorts for the conditions studied except for cardiovascular disease. Therefore, with this exception, a strong social class influence on our results seems unlikely, but other differences between the cohorts in aspects of lifestyle remain a possibility.
Our study included only men who underwent vasectomy on an inpatient or day case basis. The comparison cohorts include an unknown proportion of men who actually had a vasectomy outside hospital. or in other geographical locations. This would reduce the power of the study, at least a little, to detect real differences between the cohorts. Many of the men in this study had a vasectomy in the '70s, and at that time in this region we believe that the decision to give a vasectomy on an inpatient, day case, or outpatient clinic basis was influenced more by the preferences of the surgeon than the condition of the patient. In so far as patients may have been selected for an inpatient rather than a clinic operation because of ill health, this would have been likely spuriously to increase rather than reduce admission rates for subsequent disease in the vasectomy cohort.
INCIDENCE OF TESTICULAR CANCER
Our main aim was to address the possibility that vasectomy might increase the incidence of testicular cancer. 11-13 15 16 We included lymphomas and leukaemias as "dummy" cancer outcomes in case the interpretation of findings on testicular and prostatic cancers needed comparison with other cancers not considered to be associated with vasectomy. Our numbers are small but they do not suggest any increase in the risk of any of the cancers studied.
The incidence of testicular cancer peaks in men in their 30s, and it is the most common cancer in men in this age group. 
INCIDENCE OF PROSTATIC CANCER
The incidence of prostatic cancer is low in young men and increases steeply with age-for example, it is more than 10 times more common in men aged 75-79 than in men aged 55_59. 23 Sidney reported a relative risk of 1-0 (95% confidence interval 0 6 to 1 7) in a retrospective cohort study with an average of three to four years of follow up.27 While we too found no cause for concern, large studies with considerably longer periods of follow up than those yet available may be needed to study definitively the effect of vasectomy on the incidence of prostate cancer.
INCIDENCE OF OTHER CONDITIONS
An increase in renal stone formation associated with vasectomy has been suggested.28 There was no evidence for this in our data, at least in terms of people in hospital with this condition. There was also no indication of an increased risk of the conditions studied which may have an autoimmune component. Several studies have reported no increase in the risk of cardiovascular disease after vasectomy.56-1'"( In our study the incidence of myocardial infarction after vasectomy was similar to that in the comparison cohorts. Men with a vasectomy had a lower incidence than the comparison groups of other manifestations of ischaemic heart disease, hypertension, and stroke; but only in the case of other ischaemic heart disease was the rate significantly lower. This may in part represent the effect of patients' self selection for vasectomy.
BMJ VOLUME 304 CONCLUSION In summary, in this study population after follow up of an average of 6 6 years for the men with a vasectomy, we found no evidence to support the hypothesis that vasectomy leads to an increase in the incidence of the various diseases studied. In particular, we found no evidence of an increase in the incidence of testicular cancer.
Introduction
The incidence of cutaneous melanoma is rising steadily. Melanoma is a solid tumour that can affect all age groups, and the median age world wide at presentation is 48 years. The most important prognostic factor in primary melanoma is the tumour thickness as measured microscopically from the granular layer of the overlying epidermis to the deepest underlying malignant melanoma cell.2 Recently several public education exercises have been aimed at secondary prevention of melanoma, particularly in younger people. Our impression in our pigmented lesion clinic in the west of Scotland was that younger members of the public were becoming better informed about melanoma and seeking advice earlier about thinner tumours, leading in turn to a better prognosis, but in the over 65s many patients were still not aware of the signs of early melanoma. We also had the impression that older patients were not seeking medical treatment until their melanomas were relatively thick.
A current concept of melanoma in elderly people is that it is mainly of the lentigo maligna melanoma type, and is a slowly growing non-aggressive tumour. This image was inconsistent with our own experience. For 
